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FIELD HEARING ON ADDRESSING MENTAL
HEALTH CARE NEEDS OF VETERANS IN
THE STATE OF WASHINGTON

FRIDAY, AUGUST 17, 2007

U.S. SENATE,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC.

The Committee met, pursuant to notice, at 10:45 a.m., in Bates
Technical College-South Campus, Tacoma, Washington, Hon. Patty
Murray, Member of the Committee, presiding.

OPENING STATEMENT OF HON. PATTY MURRAY,
U.S. SENATOR FROM WASHINGTON

Senator MURRAY. Good morning to all of you. I would like to offi-
cially call this hearing of the Senate Veterans’ Affairs Committee
to order. First of all, I want to thank Bates Technical College for
hosting this event today. I really want to thank them and all their
staff for helping us set up and putting this together today, and I
really appreciate all they have done. I want to welcome all of you
who are here today and I want to thank you for coming. As every-
one here knows, the topic of this Committee hearing today is vet-
eran’s mental health care. As the senior member of the Senate Vet-
eran’s Affairs Committee, I am holding this hearing here in Wash-
ington State to better understand how the invisible wounds of war
have impacted those who have born the burden of battle and how
this has and will impact their families and their communities. I
want to acknowledge the staff and doctors at the VA who are some
of the most caring and compassionate I have ever met. I agree with
many of the veterans who believe that the care at the VA is excel-
lent, and I'm here today not to give the VA a black eye or to bash
them, but to look at ways that we can do things better. Sometimes
we do things just because they've always been done a certain way,
but if we could do better by our vets, we should.

I'm here to listen today and to ask questions so that I can take
the stories and information I hear back to Washington, DC, with
me and advocate for the resources that can make our VA system
do better. Our understanding of mental illness has come a long
way since the famous incident in 1943 when General George Pat-
ton slapped a soldier being treated at a hospital in Italy for exhaus-
tion. PTSD, or Post Traumatic Stress Disorder, has had a variety
of names throughout the years, after the Civil War it was called
soldier’s heart; after the First World War it was called shell shock;
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after the Second World War it was called battle fatigue, and after
the Vietnam War it was called post-Vietnam syndrome.

Although PTSD as it is called today has changed names over the
years, the horrors of wars have remained the same. Our under-
standing of the impact of that warfare has had on the minds of
warriors has evolved over the years. But one thing we do know for
sure is that the mental wounds that our men and women in uni-
form suffer can run just as deep and can be just as devastating as
the physical injuries that are sustained on the battlefield. The wars
in Iraq and Afghanistan are no exception. As the Iraq War enters
its fifth year, it is clear that the fighting overseas has taken a tre-
mendous toll on the lives of our troops who have served this Nation
so honorably, as well as their families who’ve born the sacrifice in
so many different ways.

When it comes to identifying and treating all of the returning
veterans with mental health problems, we are facing serious chal-
lenges. According to the VA, one third of all returning Iraq vet-
erans who have enrolled in the VA have sought treatment for a
mental health problem. That is an astounding statistic, but it is
also probably too low. We know that many servicemembers and
veterans do not seek care because of the stigma surrounding treat-
ment or because of fear that a mental health diagnosis will nega-
tively impact their military career. And far fewer will speak out
about their own experiences in a forum like this as I've found out
when I began searching for servicemembers and veterans to testify
about their personal mental health illness.

My staff spoke to a number of veterans with compelling and
heartbreaking stories to share, but who for many reasons did not
feel comfortable testifying publically. Some veterans were con-
cerned that sharing their struggle would negatively impact their
jobs, others thought it would impact their military career or the
perception of their fellow troops, while others did not feel com-
fortable sharing their struggles because they had not told their
family or their friends. I so appreciate the bravery and willingness
of the veterans and the family members on our first panel who
have come today to share their stories with all of us. Their testi-
mony and openness in answering questions will allow all of us to
better understand the hidden costs of war. They are here speaking
out for a lot of people who couldn’t be here today or couldn’t feel
that they could do this, and their testimony is going to have a far-
reaching impact and effect on the policies of our country and the
lives of all who serve.

We know that as troops are deployed overseas for the third,
fourth and some now even fifth tour of duty, the likelihood of PTSD
and other mental health care conditions increases. We also know
that the Iraq War has created unique challenges for the military
and the VA to provide care for all the veterans needing health care
treatment, whether they’re 20 years old and just back from Iragq,
or a Vietnam veteran who is experiencing PTSD for the first time.
But we've known about many of these problems for a long time
and, unfortunately, the National VA has too often failed to act.
Last year the GAO issued a report indicating that the VA did not
spend all the mental health money it was provided by Congress.
The bureaucracy and poor communication from the VA central of-
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fice likely resulted in mental health funds being used for other
health care purposes. In the spring of 2006, a senior VA official
said that waiting lists at VA facilities across the country rendered
mental health care and substance abuse treatment virtually inac-
cessible. And just this past February the American Psychological
Association released a report that found many servicemembers and
their families are not receiving mental health care because of the
limited availability of such care and the barriers to accessing it.

Our National Guard and Reserve members have been particu-
larly hard hit. These citizen soldiers who leave their families and
jobs at home to serve our Nation overseas often live in areas far
away from VA medical centers making it difficult for them to re-
ceive care once they do return home.

I hear from Guardsmen, Reservists and their families all the
time who've encountered problems accessing care at the VA, and
that has to change. We are also now hearing that Vet Centers, an
integral part of the VA’s mental health care network don’t have
enough staff to meet the growing number of veterans who are ac-
cessing our clinics. According to a recent USA Today article, the
number of returning veterans from Iraq and Afghanistan has more
than doubled since 2004, but the staffing levels at our Vet Centers
have increased by less than 10 percent. It is clear that the VA is
still not on a war-time footing to deal with this problem. It’s also
clear that the Administration and the top VA has failed to make
the mental health treatment needs of our veterans into account as
a part of the cost of this war, and sadly that has cost them and
our families dearly.

Fortunately, there is some help on the way. This year, the Sen-
ate passed a budget that provides the VA with $43.1 billion for this
fiscal year. That is $3.6 billion more than the President’s budget
and 99 percent of what the Independent Budget, which is an inde-
pendent analysis of these budgetary needs put together by four
major veterans service organizations called for. In addition, Con-
gress sent to the President an emergency supplemental bill that
provides $1.8 billion in directed funding for veteran’s health care,
including $100 million in funds directed to veteran’s mental health
care programs. The President did not request any funding for vet-
erans in his supplemental, but we fought in Washington, DC, to
make sure we had it, because caring for our troops when they re-
turn home is a cost of war.

This funding will help the VA to better meet the needs of the es-
timated one third of returning Iraq and Afghanistan veterans who
have sought care at the VA for mental health problems. In addi-
tion, recently the Senate passed the Dignified Treatment of Wound-
ed Warriors Act which will help meet the needs of our troops and
our veterans as they transition from the battlefield to the VA and
everywhere in between. That bill will require the Department of
Defense and the VA to work together to develop a comprehensive
plan to prevent, treat and diagnose TBI and PTSD. It also directs
the two agencies to develop and implement a joint electronic health
record so that critical medical records are not lost as our wounded
troops move from the battlefield doctors to medical hold and on to
the VA. It will also require the military to use VA standards for
rating disabilities only allowing deviation from VA standards when
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it will result in a higher disability rating for our servicemembers,

and it will require the military to adopt the VA presumption that

a disease or injury is service-connected when our heroes who are

gealthy prior to service have spent six months or more on active
uty.

With our troops fighting overseas, with their tours being ex-
tended, it’s up to all of us to make sure they don’t have to fight
for health care or benefits when they return home. Those critical
pieces of legislation will ensure the VA has the resources it needs
to care for our veterans so our veterans have what they need. But
we cannot stop there. We have to continue hearing from our vet-
erans, troops and their families on the ground so that we can pro-
vide the resources and make the changes needed to provide the
highest level of care possible, and that is why I'm holding today’s
hearing. Your stories and the information that we share today will
help uncover the true cost of this war and the impacts it has had
on our veterans and on our families.

This is an official U.S. Senate hearing, and as such, we have to
follow the same procedures that are used at hearings in Wash-
ington, DC. That means that testimony is limited to the invited
witnesses. There are strict time limits, which these timing lights
in front of me will indicate, and we have a court reporter here
today who will create a formal record of today’s proceedings. Unfor-
tunately, that also means that we will not be allowed to take ques-
tions or comments from this audience, but I want to ensure every-
one that is here today, you will have an opportunity to share your
views. We do have a comment form that you can fill out. We also
have a sign-up sheet so you can get updates from me as I continue
to work for vets back in the U.S. Senate. And in addition, I want
you to know I have created a section on my web site where vet-
erans throughout our state can share their stories with me. The ad-
dress of that is murray.senate.gov /veterans, and you will see a sec-
tion under that called share story. Please use it. I want to hear
from you.

So with that, let me explain how today’s hearing is going to
work. Today we’re going to hear from three panels of witnesses, the
first panel that is before you now is consists of veterans, family
members and advocates, and I, again, want to extend a very special
thank you to each of our Panel I participants for their courage to
come here and to speak out publically about some very personal
issues. Each one of you is speaking out for someone who could not
be here today, and for that, I thank you very much. The second
panel will consist of officials from the federal VA, the State Depart-
ment of Veterans Affairs, the Department of Defense and the
Washington National Guard. They’re going to give us a birds-eye
view of what is happening with mental health care throughout the
state and our country. Our third panel is going to consist of mental
health professionals who work directly with our troops and vet-
erans and who will be able to speak to the specific issues affecting
the care of our wounded soldiers.

Despite the quality of our witnesses and the many topics that
they will discuss during their testimony, I know that there are
more challenges we won’t have time to talk about today. So if you
do have a concern that we don’t cover, I want you to write it down
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and give it to my staff members who are here. When I call on our
first panel, each witness will have up to 5 minutes to present your
testimony, and then I will ask you all questions. Of course, as you
know, your full written statement will be entered into the Com-
mittee record, and when we’re done with the witnesses on the first
panel, I will then call on our second panel and our third panel. I
do know that we have a lot of veterans in our audience today, and
I want to take this time to thank each and every one of you for
your service to our country.

If you need any help from the VA, I want you to know we have
representatives here on-site who can help you file a claim. You can
meet with officials from the VA regional office, the Washington
State Department of Veterans Affairs and the VA Hospital in a
room that we have set up nearby. If you do need help with an ex-
isting claim, members of my staff are here and they can help you
resolve a claim with the VA.

Because of federal privacy rules, we will need a signed letter giv-
ing us permission to investigate your case before we can do any-
thing else, so I invite anyone who is here with a claim, if you need
help, please find one of our staff members and we are more than
eager to help you.

We also have two professional staff members who are here with
us today from the Senate Committee on Veterans’ Affairs, Patrick
McGreevy from Chairman Danny Akaka’s staff; and Lupe Wissel
from Ranking Member Craig’s staff are here if you want to raise
your hand so we know who you are. They've traveled out here from
Washington, DC, and I want to thank you very much for being
with us today.

With that we are now going to begin with our first panel. I am
going to introduce them to you, and then they will each have 5
minutes to testify and then I will ask questions. As I said, our first
panel consists of veterans, family members and veteran’s advo-
cates, and we have a very distinguished panel in front of us today.
Testifying before us on our first panel, and I will read the entire
order and then we will go through you, we have Kathy Nylen, she
is a Department Service Officer with the American Legion in
Washington State. Next to her is Brandon Jones. Brandon is a
member of the Washington Army National Guard and was de-
ployed with the members of the 81st Brigade beginning in Novem-
ber of 2003. Sarah, his wife, was hoping to be with us to give a
family perspective today, but like many family members, ran into
a babysitting issue and because of that can’t be here. Tell her we
would love to have her testimony in writing if that is possible. We
have Lieutenant Colonel Carol Seger, who is the State Family Pro-
grams Director for the Washington National Guard. Stephen
Franklin has joined us. He returned from Iraq in 2005 after a year
of deployment. We have Daniel Purcell who is a member of our
Washington Army National Guard and deployed with his unit to
Iraq in February of 2004. And our last one here is Ron Fry, he is
the Deputy Commander of the Blue Mountain Veteran Coalition.
Thank you all so much for being here today. And, Kathy, we will
begin with you.
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RESPONSE TO WRITTEN QUESTIONS SUBMITTED BY HON. PATTY MURRAY
TO DEPARTMENT OF VETERANS AFFAIRS

Veterans have long been frustrated by the combative VA benefits claims process.
The Veterans Disability Benefits Commission is now studying the system and will
recommend changes in a final report that is expected in October. In addition, the
Institute of Medicine found that the VA’s compensation system for emotionally dis-
turbed veterans has little basis in science, is applied unevenly and may even create
disincentives for veterans to get better.

Question 1. How can we change the VA claims process so that it doesn’t negatively
impact the recuperation of veterans?

Response: The Department of Veterans Affairs (VA) is continually striving to im-
prove the compensation claims process and is evaluating all recommendations from
authoritative sources. Mental disability among veterans is a major issue, especially
Post Traumatic Stress Disorder (PTSD). VA is addressing the process for evaluating
the severity of a veteran’s PTSD symptoms and assigning an appropriate evaluation
of disability compensation. We have revised the standardized examination format
for PTSD for use by all examiners so that consistent and more useful information
will be available for claims adjudication personnel. Additionally, VA is considering
the recommendation of the Institute of Medicine of the National Academies that
PTSD have its own specific multidimensional rating criteria, rather than being eval-
uated based on generalized criteria used for all mental disorders.

Question 2. How many Iraq and Afghanistan war veterans have filed any type of
VBA disability compensation or pension claim?

Response: The information provided below is based on a match between Depart-
ment of Defense (DOD) data on servicemembers deployed in support of the Global
War on Terror (GWOT) for the period from September 11, 2001 through May 31,
2007, compared to VA data covering September 11, 2001 through September 30,
2007

This data match identified veterans who were deployed during their military serv-
ice in support of GWOT, and who have also filed a VA disability claim either prior
to or following their GWOT deployment. Many GWOT veterans had earlier periods
of service, and filed for and received VA disability benefits before being reactivated.

VBA’s computer systems do not contain any data that would allow us to attribute
veterans’ disabilities to a specific period of service or deployment.

For the period covered, 223,564 of 754,911 GWOT veterans filed a claim for dis-
ability benefits either prior to or following their GWOT deployment. Of those,
181,151 veterans were determined to have a service-connected disability, 17,371
were denied service-connection, and 23,042 veterans had original claims pending as
of September 30, 2007.

Question 3. How many Iraq and Afghanistan war veterans have filed a claim for
a mental health condition? How many were granted? How many were denied? How
many are waiting for a decision?

Response: VBA does not track information specific to mental health conditions
claimed by GWOT veterans. We have compiled data on GWOT veterans for the 10
most prevalent service-connected disabilities granted, which includes PTSD. As of
September 30, 2007, there were 31,465 GWOT veterans service-connected for PTSD.
This represents 4 percent of the total GWOT veteran population, and 17 percent of
those GWOT veterans who have been granted any service-connection. This data is
based on veterans separated from military service on or before May 31, 2007, as re-
ported by DOD.

Question 4. How many total claims does VBA expect from Iraq and Afghanistan
war veterans? How many of those does VBA expect will be for any type of mental
health condition? And how many for PTSD?

Response: In fiscal 2007 the Veterans Benefit Administration (VBA) completed
nearly 829,000 claims. Of those, just over 110,000 (13 percent) were claims made
by GWOT veterans. This information is based on GWOT veterans discharged
through May 2007 as reported to VA by DOD and self-reported by GWOT veterans
when they filed their disability claim. At the present time, we expect GWOT claims
will continue to represent the same percentage of our overall workload in 2008 and
2009. Projecting future demand for the Operation Enduring Freedom/Operation
Iraqi Freedom (OEF/OIF) conflict remains extremely difficult for a number of rea-
sons.

First, many OEF/OIF veterans served in earlier periods, and their injuries or ill-
nesses could have been incurred either prior to or subsequent to their latest deploy-
ment. We are unable to identify which OEF/OIF veterans filed a claim for disabil-
ities incurred during their actual overseas OEF/OIF deployment.
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Second, we significantly expanded our outreach to separating servicemembers.
Over the last 5 years, we conducted over 38,000 briefings attended by over a 1.5
million active duty and Reserve personnel. Additionally, through the benefits deliv-
ery at discharge program, servicemembers are encouraged to file and assisted in fil-
ing for disability benefits prior to separation. Many servicemembers with disabilities
are submitting disability claims earlier. However, the impact of these efforts on fu-
ture application trends and benefits usage is not known.

Third, VBA lacks historical data for claims activity by veterans of prior wars on
which to base projections of benefits usage for OEF/OIF veterans. The only data
available are the numbers and percentages of veterans currently receiving benefits
by era of service.

We continue to add veterans to our compensation rolls many years after their
service. Many of these are a result of additional conditions presumed to be related
to service in Vietnam. PTSD claims have also increased from Vietnam veterans. We
have no basis for determining if service in Afghanistan and Iraq will result in simi-
lar claims patterns.

Question 5. What is the average wait time for new war veterans compared to all
other veterans, who wait 6 months for an initial decision?

Response: In fiscal 2007, VBA completed nearly 825,000 claims, Of these, just
over 110,000 were claims filed by GWOT veterans. Their claims were processed in
an average of 179 days. The remaining claims were completed in 184 days.

VA is continuously seeking ways to improve the timeliness of processing claims
received from GWOT veterans. In February 2007, VA began providing priority proc-
essing of all OEF/OIF veterans’ disability claims. This initiative covers all active
duty, National Guard, and Reserve veterans who were deployed in the OEF/OIF
theaters or in support of these combat operations, as identified by the DOD. There-
fore, claims received from GWOT veterans before February 2007 were not processed
on a priority basis. As a result of this initiative we expect to see improvements in
our timeliness in FY 2008.

VBA also added an indicator/flash in our VETSNET system to clearly identify
GWOT veterans and improve the management of their claims. The system alerts the
claims examiner that the case being processed is to be handled in a priority manner.

VA does face challenges in assisting GWOT National Guard and Reserve members
with their claims, due to difficulties in obtaining their active duty medical records.
These members are sometimes mobilized with units other than their home unit.
Their medical records created while on active duty may not get back to their home
unit for some time, if at all.

VA is taking a proactive approach in seeking to obtain medical records faster from
the National Guard. VA met with the National Guard to discuss their health readi-
ness records and electronic readiness records, and how the VA can have access to
those records. The VA Regional Office in St. Petersburg, FL, is entering into a pilot
program with the National Guard in order to receive medical records electronically.

STATEMENT OF KATHY D. NYLEN, DEPARTMENT SERVICE
OFFICER, DEPARTMENT OF WASHINGTON, THE AMERICAN
LEGION

Ms. NYLEN. Thank you, Senator. I would like to thank you for
this opportunity to express the American Legion’s views on the
mental health needs of those men and women who have served our
country and safeguarded our freedom. I would like to say that in
light of the recent report in the Washington Post that the Army is
now experiencing the highest suicide rate in history, I feel that this
hearing could not have been held at a better time. As the Depart-
ment Service Officer in Washington State, I am intimately aware
of the types of claims and issues being raised by our clients to the
Department of Veteran Affairs. I also serve on our national task
force and have had the privilege of visiting polytrauma centers and
Vet Centers throughout the country. I consider it an honor and
privilege to be able to speak with for veterans who are unable to
do so for themselves.

I would like to highlight a few items in my written testimony.
A recent study shows that 31 percent of OEF/OIF veterans seen at
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VA health care facilities are receiving mental health or psycho-
social diagnoses. I would like to point out that quite often when we
talk about mental health disorder, we always think PTSD, but I do
want to make sure everybody is aware that there are many other
mental health illnesses encompassed in that, that our troops are
suffering from such as depression, anxiety and panic disorders
among others. The early detection and intervention are necessary
to prevent chronic mental illness disabilities. As you mentioned in
your opening statement, according to the VA, one third of the vet-
erans are being diagnosed and treated for mental health disorders
making that the second most common medical problem of these
war veterans.

Funding is a continued concern. I would ask that we would con-
tinue to push for mandatory funding for the VA health care system
and the VA in whole. Without funding, they will not be able to
meet the challenges before them. One of the areas I have seen a
downsizing of is within VA mental health services that are being
contracted outside of the VA. I have received several complaints
from veterans and counselors alike that their level of care being
provided is being decreased from the one-on-one individual coun-
seling to more use of the group counseling. In answer to this issue,
VA has stated that the necessary care is being provided as needed;
however, I'm here to tell you that the word on the street is one of
disappointment and difficulty of adapting to the group counseling
environment. The signature wound of the Global War on Terror is
Traumatic Brain Injury. The American Legion is concerned that
our veterans are often misdiagnosed resulting in errors both in
medical treatment and disability compensation rating. The DOD
policy of redeployment without allowing adequate time to deter-
mine if there are any physical or mental issues to address has
placed our men and women at risk for significant long-term med-
ical problems. We would like to see that all returning
servicemembers are routinely evaluated for Traumatic Brain Injury
and that a system be established to ensure the follow-up since
some symptoms are not manifested immediately.

Active duty members who are being placed on medical evaluation
board proceedings here in Washington State are finding themselves
waiting an inordinate amount of time for a decision. They’re wait-
ing months and in some cases nearly a year. They understandably
get frustrated, and when they’re offered the chance to be dis-
charged, we see them accepting lower disability ratings from the
med board process than what they are entitled to. I have person-
ally assisted a number of clients once their VA rating has been es-
tablished to go back and upgrade their military status to that of
a medical retiree in order to receive those benefits they’re entitled
to. A major obstacle for veterans seeking mental health services or
any other medical service is timely accessibility. Those who need
care for readjustment or other mental health issues need imme-
diate attention and not be placed on a wait list. Many do not seek
the immediate assistance, and so, their mental health condition
may be more advanced by the time they do decide to seek care, and
again, they require quick response.

The Department of Veteran Affairs has augmented staff at 12
Vet Centers and is creating 23 new Vet Centers within the next 2
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years. I am pleased that Everett has been selected as a location for
one of those Vet Centers here in Washington State. Vet Centers
are a unique and invaluable asset for veterans seeking readjust-
ment counseling. Vet Centers are community based. Veterans are
assessed the day they seek services. They receive immediate access
to care and are not subjected to wait lists. They are designed to
provide services exclusively for veterans that serve in theaters of
conflict or experience military sexual trauma, and they provide
mental health counseling not just to the veteran, but to those who
have been their support system, like the spouse and children.

We are eagerly anticipating the budget proposed. We urge contin-
ued support for mandatory funding and ask that your colleagues be
enlightened as to the need of mandatory funding for VA health
care.

In conclusion, the American Legion realizes the Department of
Veterans Affairs faces many difficult challenges addressing the
complex mental health issues of our Nation’s heroes. The network
of trained knowledgeable service officers of the American Legion
and other veterans service organizations are ever ready to assist
those individuals accessing their benefits. We are their advocates
and we are here to work with them and to ensure that they receive
the maximum that they’re entitled to. We will continue to monitor
and work closely with the VA to ensure they do receive those bene-
fits.

Senator Murray, for your accomplishments on behalf of Wash-
ington State veterans and their families, I thank you. I look for-
ward to continuing this trend, and again, thank you for this oppor-
tunity to present our views on this critical issue.

PREPARED STATEMENT OF KATHY D. NYLEN, DEPARTMENT SERVICE OFFICER,
DEPARTMENT OF WASHINGTON, THE AMERICAN LEGION

Senator Murray, Thank you for the opportunity to express The American Legion’s
views on the mental health needs of those men and women who have served our
Country and safeguarded our freedom. As the Department Service Officer in Wash-
ington State for The American Legion, I am intimately aware of the types of claims
and issues being raised by our clients to the Department of Veterans Affairs and
consider it an honor and privilege to speak for those unable to do so for themselves.

A recent study—entitled Mental Health Disorders Among 103,788 US Veterans
Returning From Iraq and Afghanistan Seen at Department of Veterans Affairs Fa-
cilities—can be utilized to illustrate the importance of timely accessibility for those
who suffer from mental health issues. Of 103,788 OEF/OIF veterans seen at VA
health care facilities, 31 percent received mental health and/or psychosocial diag-
noses. Mental health diagnoses were detected soon after the first clinic visit, ap-
proximately 13 days. Sixty percent of most initial diagnoses were made in mostly
primary care settings. The youngest group of these veterans (age 18-24) had a
greater risk for receiving mental health diagnoses. The study concluded that the co-
occurring mental health diagnoses were detected early in the primary care setting.
This early detection and intervention are needed to prevent chronic mental illness
and disability. If those who seek care are forced to wait months to be seen for their
appointments, opportunities for early detection of mental health issues will de-
crease, allowing the conditions to worsen and making them more difficult to treat.

According to the Veterans Health Administration (VHA) Office of Public Health
and Environmental Hazards, of the returning Operation Enduring Freedom and Op-
eration Iraqi Freedom (OEF/OIF) veterans who have sought care at VHA facilities,
mental health problems are the second most common medical problem of these war
veterans. There has been significant restructuring of VA mental health services dur-
ing the past several years which has often resulted in a downsizing of in-patient
based care, and the shift of treatment programs from residential-based to ambula-
tory-based programs. I have received several complaints from veterans and coun-
selors alike that the level of care being provided has been decreased from one-on-
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one counseling to more group counseling. In answer to this issue, VA has stated
that the necessary care is being provided however, the “word on the street” is one
of disappointment and difficulty adapting to the group-counseling environment.

During the past several years, the number of veterans provided specialized sub-
stance abuse treatment has declined, while the funding for such treatment has been
significantly decreased. The Veterans Health Administration now has more mental
health patients seeking treatment with fewer mental health providers. However, as
more OIF/OEF veterans return, many continue to need increased access to mental
health services, including, but not limited to, Community Based Outpatient Clinics,
Mental Health Intensive Case Management, Substance Abuse Disorder Programs,
and Compensated Work Therapy Programs.

The signature wound of the Global War on Terror is Traumatic Brain Injury and
The American Legion is concerned that veterans are often misdiagnosed resulting
in errors both in medical treatment and disability compensation ratings. The policy
of redeployment without allowing adequate time to determine if there are any phys-
ical or mental issues to address has placed our young men and women at risk for
significant long-term medical problems. We would like to see that all returning
servicemembers are routinely evaluated for TBI and that a system be established
to ensure follow-up evaluations since some symptoms are not manifested imme-
diately.

A common complaint heard from those servicemen and women being evaluated by
a Medical Evaluation Board to determine eligibility for continued service is that
they are waiting months, and in some cases nearly a year, for a decision. They un-
derstandably get frustrated and when offered the chance to be discharged, we see
them accepting a lower disability rating than they are entitled to. We have assisted
a number of clients in correcting their military status in order to receive the retire-
ment benefits they are entitled to once the VA rates the same disabilities, which
DOD rated at less than 30 percent.

A major obstacle for veterans seeking mental health services—or any other med-
ical service—is timely accessibility. Wait lists and staffing shortages affect the speed
of delivery of care system-wide. Those who need care for readjustment or other men-
tal health issues need immediate attention. Since many do not immediately seek as-
sistance when their problems first manifest, their mental health condition may be
more advanced by the time they decide to seek care—requiring quick response. I
would like to reiterate the findings of the study in my opening and the concerns
we have that if those who seek care are forced to wait months to be seen for their
appointments—mental or physical health —opportunities for early detection of men-
tal health issues will decrease, allowing the conditions to worsen and making them
more difficult to treat.

The Department of Veterans Affairs plan to augment staff at select Vet Centers
and to create 23 new Vet Centers within the next 2 years, bringing the number of
Vet Centers to 232, will improve access to readjustment services for many combat
veterans and their families—some of which reside in underserved areas. Vet Cen-
ters are a unique, invaluable asset for veterans seeking readjustment counseling.
Because Vet Centers are community based and veterans are assessed the day they
seek services, they receive immediate access to care and are not subjected to wait
lists. Designed to provide services exclusively for veterans who served in theaters
of conflict, or experienced military sexual trauma, they provide mental health coun-
seling to not just the veteran, but those in his or her support system—like the
spouse and children. Services are provided in a non-clinical environment, which may
appeal to those who would be reluctant about seeking care in a medical facility. A
high percentage of the staff, more than 80 percent, are combat veterans and can
relate to the readjustment issues experienced by those seeking services. We are
pleased that Everett has been selected as one of the sites for a new Vet Center but
see a need for additional sites in rural areas.

In conclusion, The American Legion realizes the Department of Veterans Affairs
faces many difficult challenges addressing the complex mental health issues of our
Nation’s heroes. We will continue to monitor and work closely with VA to ensure
veterans receive the treatment and benefits they are entitled to.

Thank you again for this opportunity to present our views on this critical issue.

Senator MURRAY. Thank you very much, Kathy. We will turn to
Brandon Jones. Thank you for being here to share your story.
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STATEMENT OF BRANDON D. JONES, MEMBER,
WASHINGTON ARMY NATIONAL GUARD

Mr. JONES. Senator Murray, thank you very much for the oppor-
tunity to be able to speak here today. My name is Brandon Jones.
I served on active duty from 1994 to 1997 and have been a member
of the Washington Army National Guard since January of 2000. As
a veteran of Operation Iraqi Freedom, I was deployed to the Middle
East with the 3rd Brigade, 1st Cavalry Division in 1996. I was acti-
vated and deployed for Operation Iraqi Freedom for the 81st Bri-
gade beginning 2003.

I would like to share my experience and observations about the
difficulties that my family and I faced during my activation in
2003-2004 and would also like to talk about what I saw other sol-
diers facing and experiencing which made the process of serving
the Nation and the community a trying and sometimes emotional
and financially overwhelming experience. In November 2003, I was
called to full-time active duty with 81st Brigade and was given a
very short notice when my unit was mobilized. In that time, I had
to give up my civilian job and took an income loss of over $1,200
a month. My wife had to drop out of classes at Olympic College in
order to be able to care for our children. I went from living at home
and seeing my children on a daily basis to living on base, which
is just one mile away from my home, and visiting my children peri-
odically. To my kids I went from being their dad full time to being
the guy that just dropped by the house every once in a while for
a visit.

The three months mobilization before my deployment were very
stressful. We struggled financially, and although we reached out
for help, we were told financial resources available were strictly
available for active duty soldiers on Fort Lewis. It wasn’t until we
were threatened with eviction and repossession of our only vehicle
that my wife was able to obtain a small amount of assistance that
was, again, generally set aside for active duty soldiers. Our families
helped us make up the rest. They covered about 60 percent of what
we owed. The stress made it difficult for my wife and I to keep a
positive attitude, for our children to feel comfortable, and for me
to concentrate on the mission that was ahead. When my wife and
I reached out for marriage counseling prior to our deployment, we
were again made to feel like we were using up resources that were
set aside for active duty soldiers on base.

Let me remind you, this was all stuff that took place prior to my
deployment. After 110 days in theater, I was MEDEVACED due to
a heart condition.In MED Hold, myself and other soldiers were left
to figure things out on our own. There was no information posted
or available for incoming soldiers to where they could seek help or
counseling for the issues they had experienced when they were
downrange. I found this very surprising since some of the soldiers
that were MEDEVACED were there after being injured in explo-
sions, mortar attacks or other combat related incidents.

During my first deployment to the Middle East in 1996, I devel-
oped a sleep disorder due to the stresses that I experienced while
I was there. When I was MEDEVACED in 2004, I experienced
many of the same disturbances in my sleep pattern. I explained
that to my MED Hold platoon sergeant and I explained that my
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sleep disturbances may affect my performance and he helped me
get referred to the community mental health clinic at Madigan.
There I was seen by a mental health professional and was offered
sleeping pills to get me through the disturbance, but was not of-
fered any help to treat the underlying conditions that were causing
the sleep disturbance. I, like many other soldiers, was threatened
with UCMJ action when my sleep disorder and issues interfered
with my duties as a soldier, like for instance, when I showed up
late for formation or, on occasion, fell asleep during duty. My only
saving grace is when I was counseled, I wrote in my statement that
I tried to seek help for my sleep disorder and received nothing.

My sleep disorder has continued to affect my civilian employ-
ment, and I thank God for my wife and her ability to be able to
kick me out of bed in the morning when I'm running late. Another
thing I observed on Med Hold is that soldiers were using alcohol
and sometimes drugs, both prescription and illegal to treat them-
selves because they weren’t aware of any services that may be
available to them. While I was in Med Hold I perceived a mentality
of, return them to duty or send them home. If anything caused dis-
ruption to this process by a soldier behaving in any unsoldierly
manner with the use of alcohol or drugs, no time was taken to help
the soldier but UCMdJ action was started almost immediately.

I was often frustrated by the fact that noncombat veteran sol-
diers were put in charge of taking care of combat veterans. I don’t
believe that it was a lack of sympathy or caring on their part, but
rather a lack of sympathetic understanding and appropriate train-
ing on how to deal with the stress-related issues. Ultimately, this
sort of lack of understanding, training and information resulted in
the loss of life through suicide by a close friend of our family. My
friend was MEDEVACED because of his inability to cope with the
stresses of combat. After his suicide his wife informed us that he
was supposed to have been on suicide watch, that he was supposed
to have been receiving help and intervention in the form of coun-
seling and medications, instead he was sent home alone. He was
not released to the care of his family. He was sent to dwell in his
own mind to a point that he couldn’t handle it any longer. He put
a gun to his head and took his own life. His widow and two step-
children asked over and over again how this could have happened
and what they could have done differently.

I find myself asking the same questions whenever he comes to
mind. More so, I find myself asking where was the appropriate
care? Where were those that were assigned to look after his well-
being and were the resources available? And did they have the ap-
propriate training to recognize the mental health conditions the
soldiers suffer from? Obviously there were not enough resources,
not enough training and not enough information, otherwise he
might be here today telling his story.

I hope that something will be done to increase the communica-
tion of available resources for soldiers and their families. I hope
more will be done to raise the awareness of Post Traumatic Stress
Disorder and combat-related stresses, not only for the soldier that
goes off to war, but for the families and children that bear the bur-
den from having a loved one taken from their home.
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PREPARED STATEMENT OF BRANDON D. JONES, MEMBER,
WASHINGTON ARMY NATIONAL GUARD

My name is Brandon Jones. I served on Active Duty from 1994 to 1997, and have
been a member of The Washington Army National Guard since January 2000, and
am a Veteran of Operation Iraqi Freedom. I was deployed to the Middle East with
the 3rd Brigade of the 1st Cavalry Division in 1996 and I was activated, and de-
ployed with the members of the 81st Brigade beginning in November 2003.

I want to share my experience and observations about the difficulties my Family
and I faced during my activation in 2003, and also to talk about what I saw my
fellow Soldiers’ experience that made the process of serving our Nation and Commu-
nity trying, and at times emotionally and financially overwhelming.

In November 2003, when I was called to full time duty with the 81st Brigade. I
was given a very short notice that my unit was being mobilized. In that time I had
to give up my civilian job—an income loss of about $1,200 a month—and my wife
had to drop out of classes at Olympic College to care for our children.

I went from living at home and seeing my children on a daily basis to living on
base—just one mile from home—and visiting my children periodically. To my kids,
I went from being their dad to the guy who drops by the house for a visit once in
a while.

The three months of mobilization before my deployment were very stressful. We
struggled financially. Although we reached out for help, we were told that the only
financial resources available were strictly for active duty soldiers at Fort Lewis. It
wasn’t until we were threatened with eviction and repossession of our car that my
wife was able to obtain a small amount of assistance generally reserved for Active
Duty Soldiers. Our families helped us make up the rest. About 60 percent of what
we were in need of.

The stress made it difficult for my wife to keep a positive attitude, for our chil-
dren to feel comfortable and for me to concentrate on the mission ahead of me.
When my wife and I reached out for marriage counseling prior to my deployment,
we were made to feel that the few sessions we were given were a favor to us and
that we were taking up a resource meant for active duty Soldiers from the base.

Let me remind you that all of this happened before I was even deployed.

After 110 days in theater, I was MEDEVACED due to a heart condition. In our
MED Hold, soldiers were left to figure things out on their own. There was no infor-
mation posted or available for incoming soldiers as to where they could seek help
or counseling for issues related to their deployment. I found this very surprising,
since some of these soldiers were MEDEVACED after being injured in an explosion,
mortar attack, or other combat related incidents.

During my first deployment to the Middle East in 1996, I developed a sleep dis-
order due to the stresses I experienced while I was there. When I was
MEDEVACED in 2003, I experienced many of the same disturbances in my sleep
pattern. I explained to my MED Hold platoon sergeant that my sleep disturbances
may impact my performance, and he helped to get me referred to the community
mental health clinic at Madigan.

There I was seen by a mental health professional and was offered sleeping pills
to get me through the disturbance, but was not offered any help to treat the under-
lying problem. I, like many other Soldiers, was threatened with UCMJ action when
my sleep disorder interfered with my duties as a Soldier, like when I showed up
late for formation or when I fell asleep during duty. My only saving grace was that
when I was counseled, I wrote in my statement that I had tried to get help for my
sleep disorder but had not received anything. My sleep disorder has continued to
affect my civilian employment. I never get a full night’s sleep and I thank God for
my wife who pushes me out of bed if I do oversleep so that I can make it to work
on time.

Another thing I observed in Med Hold was that Soldiers were using alcohol and
sometimes drugs—both prescription and illegal—to treat themselves. This was be-
cause they weren’t aware of services available to help them. While on MED Hold
I perceived a mentality of “return them to duty, or send them home,” and if any-
thing caused disruption in that process by a Soldier having behavioral issues caused
by using alcohol or drugs, no time was taken to help the soldier, but UCMJ action
was immediately initiated.

I was often frustrated by the fact that non-combat veteran Soldiers were put in
charge of the care of combat Veterans. I do not believe that it was a lack of caring
on the part of the leadership, and command, but rather a lack of sympathetic under-
standing, and lack of appropriate training of how to deal with combat related stress
issues.



14

Ultimately this sort of lack of understanding, and information resulted in the loss
of life through suicide by a close friend of our family. My friend was MEDEVACED
because of his inability to cope with the stresses of combat. His wife informed us
that he was supposed to be on suicide watch. He was supposed to have been receiv-
ing help and intervention in the form of counseling and medication. He was sent
home ALONE!!! He was not released to the care of his family, he was sent to dwell
within his own mind to the point that he could not handle it any longer. He put
a gun to his head and took his own life. His widow and two stepchildren asked over,
and over again: “how could this have happened, and what could we have done dif-
ferently?”

I find myself asking the same question whenever he comes to mind. More so I
find myself asking where was the appropriate care? Where were those assigned to
ensure his well-being, and were they aware of the resources available, and did they
have the appropriate training to recognize the mental health conditions this Soldier
suffered from? Obviously there were not enough resources, training, or information.
Otherwise he might be here today, instead of me telling his story.

I hope that something will be done to increase the communication of available re-
sources for Soldiers AND their families. I hope that MORE will be done to raise
awareness of PTSD, and combat related stresses, not only for the Soldier that goes
off to war, but for the Families, and Children that bear the burden of having their
loved one taken from their home.

Senator MURRAY. Thank you very much. I really appreciate you
sharing your story. Ms. Seger.

STATEMENT OF LIEUTENANT COLONEL CAROL SEGER, STATE
FAMILY PROGRAMS DIRECTOR, WASHINGTON ARMY
NATIONAL GUARD

Ms. SEGER. Senator Murray, distinguished guests and fellow citi-
zens, my name is Lieutenant Colonel Carol Seger, and I've served
in the Army National Guard for over 28 years. I'm currently as-
signed as the State Family Programs Director and my charter in
that job is to assist military families, which include our
servicemembers and our veterans in becoming self-reliant through
education and empowerment. Family assistance is provided before,
during and after deployments.

We can help our families when the soldier returns by helping
them transition into civilian life. When they call us for help, we
evaluate their circumstances and try to find the appropriate infor-
mation and referral for them.

Reintegration back into civilian life is complex and it takes time,
and the entire family, as you heard from Mr. Jones, the entire fam-
ily suffers when the mental health needs are not acknowledged and
resolved. It can strain even strong marriages. PTSD and other
mental health conditions are sometimes difficult for a
servicemember to come to grips with. In some cases it can take
years for them to admit that they have PTSD. After our veterans
acknowledge that they need help, medical professionals must be
made available to diagnose and treat them. The National Guard
has no organic resources on mental health to help on weekends or
otherwise.

As the number of combat veterans continues to grow, so does the
need for mental health coverage. Our mental health delivery sys-
tem must be made available for our veterans when they realize
they need help and they ask for it. The Network for Relief and Aid
Organizations, Crisis Support, web sites for children, web sites for
self-help, medical information, volunteer organizations among the
commercial, federal, state, nonprofit and local services is a huge
maze to sift through when the family may already be in crisis.
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As resources change, improve or disappear, we must be able to
provide them with resources to help them during their crisis.
Again, we must help them find those right solutions with knowl-
edgeable and experienced assistance. The National Guard con-
tinues to help improving resources to our families, soldiers, airmen
through reunion and reintegration briefings, family activity days,
marriage retreats and a transition assistance program, but we
have more work to do. One of the ways that the National Guard
provides assistance to our families and combat veterans is through
our Family Assistance Coordination Centers or FACCs. We have
eight FACCs in the State of Washington, and they cover local com-
munities in 12 towns. They are manned by temporary staff.

We must keep this essential link to find the right resources for
our families and veterans. The need for FACCs is abundantly clear
in the number of inquiries they respond to in a month. They range
from over 2,600 contacts in a month to over 7,500 contacts in July
this year, which included youth camps. Our assistance has helped
members of every single component and branch except for the U.S.
Coast Guard. The need for our FACC services is growing, and we
need to ensure this resource for our veterans and their families is
available. The funding for FACCs should not be tied to mobilization
as it currently is, rather it should be a constant service provided
to families, military members and combat veterans.

Medical assistance should not be limited to the first three to six
months after their return to their home when issues such as PTSD
or TBI can take years or longer to manifest and resolve. The longer
the problem is not treated, the more complicated the treatment be-
comes due to complications that arise from the lack of treatment.
As a result, again, our families suffer, sometimes on a daily basis.
We should be proud of the progress we’ve made so far and commit
ourselves to the long term for our families and veterans. More ro-
bust medical and mental health care services and permanent staff-
ing of our FACCs are needed to help our veterans and our families
now and in the future.

As we look ahead to continued deployments, I encourage every-
one here to continue our collaborative efforts and improve services
to care for those who have given so much. Thank you.

PREPARED STATEMENT OF LIEUTENANT COLONEL CAROL SEGER, STATE FAMILY
PROGRAMS DIRECTOR, WASHINGTON ARMY NATIONAL GUARD

Chairman Akaka, Senator Murray, Members of the Committee and distinguished
guests, I am truly honored to be here today and to have this privilege to speak to
you on behalf of my fellow Guard Family members, Soldiers, Airmen and Combat
Veterans. My name is Lieutenant Colonel Carol Seger and I have served in the Na-
tional Guard over 28 years. I am currently the State Family Programs Director and
I work to assist military Families, which includes our Servicemembers and Vet-
erans, to become self-reliant through education and empowerment. We help our
Families by helping the Soldier’/Airman/s transition to civilian life after returning
from deployment. We evaluate their circumstances and provide the appropriate in-
formation and services. We help our Families regardless of their geographical dis-
persion or deployment status.

Reintegration back into civilian life is complex and it takes time. The entire Fam-
ily suffers when a Veteran’s mental health needs are not acknowledged and re-
solved; it can strain even the strongest of marriages. PTSD and other mental health
conditions are sometimes difficult for Servicemembers to come to grips with. In
some cases it can take years for our Combat Veterans to admit they have PTSD—
long after their access to medical treatment has expired. After our Veterans ac-
knowledge that they need help, medical professionals must be available to diagnose
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and treat them. The National Guard has no organic mental health capability for
weekend assistance or otherwise. As the number of Combat Veterans continues to
grow, so does the need for mental health coverage. Our mental health delivery sys-
}em must be available for our Veteran’s when they realize they need help and ask
or it.

The network for Relief and Aid Organizations, Crisis Support, web sites for Kids,
Self Help web sites, medical information, Volunteer Organizations among the com-
mercial, Federal, state, non-profit and local services is a huge maze that is difficult
to sift through when the Family may already be in crisis. As resources change or
improve or disappear, we must be able to provide them with up-to-date resources.
Again, we must help them find the right solutions with knowledgeable and experi-
enced assistance.

The National Guard continues to improve providing resources to our Families,
Soldiers and Airmen through Reunion and Reintegration Briefings, Family Activity
Days, Marriage Retreats and the Transition Assistance Program; but we have more
work to do.

One of the ways the National Guard provides assistance to our Families and Com-
bat Veterans is through our Family Assistance Center Coordinators or FACCs. We
have eight FACCs in Washington, covering offices in 12 communities that are
manned by temporary staff. We must keep this essential link to find the right re-
sources for our Families and Veterans. The need for FACC services is abundantly
clear in the number of inquiries they respond to in a month. They range from over
2,600 contacts in a month to over 7,500 in July of this year, which includes support
to Youth Camps. Our assistance has helped members of every component and
branch except for the Coast Guard. The need for FACC services is growing and we
need to ensure this resource for our Combat Veterans and their Families is avail-
able. As for the funding for FACCs, this should not be tied to mobilization; rather,
it should be a constant service to be available to provide assistance to Families,
Military members and Combat Veterans. Assistance should not be limited to the
first three or six months after they return to their home stations when issues such
as PTSD or TBI can take months or years longer to manifest and resolve. And the
longer the problem is not treated, the more complicated the treatment becomes due
to complications that arise from the lack of treatment. As a result, our Families suf-
fer through crisis on a daily basis.

We should be proud of the progress we’ve made so far and commit ourselves to
the long term for our Veterans and their Families. More robust medical and mental
health services and permanent staffing of our FACCs are needed to help our Com-
bat Veterans and their Families now and in the future. As we look ahead to contin-
ued deployments, resources for our Veterans and their Families will need to con-
tinue. I encourage everyone here to continue our collaborative efforts and improve
the services to care for those who have given so much. Thank you.

Senator MURRAY. Thank you very much. Stephen Franklin.
Thank you.

STATEMENT OF SERGEANT STEPHEN FRANKLIN, MEMBER,
WASHINGTON ARMY NATIONAL GUARD

Mr. FRANKLIN. Senator Murray, thank you for the opportunity to
be here today. My name is Stephen Franklin. I am a sergeant in
the Washington Army National Guard, and I returned from Iraq on
December 15, 2005 after a one-year deployment. Approximately 60
to 90 days after my return, I started having a difficult time adjust-
ing to life at home. I found myself constantly checking doors and
windows to see if they were locked. I cannot concentrate and was
not comfortable around civilians. I was unable to sleep. I was not
comfortable in my civilian job as I did not feel safe without the pro-
tection of my fellow soldiers around me. I returned to work for the
National Guard. I went to the doctor at Madigan. The doctor pre-
scribed me with sleeping pills to try to help me sleep, help me with
my sleeping issues, but nothing to help my other issues. Needless
to say, the sleeping pills made me too tired to function the next
day.
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About a month later, a friend pulled me aside and told me that
they had noticed a change in my behavior and work ethic and that
they were concerned. I've become very short with people, easily
drawn to anger and had to walk away from people so that I would
not blow up. I wasn’t this way before. I went to the VA at Amer-
ican Lake with my issues. The doctor diagnosed me with PTSD.
The doctor prescribed me with depression pills and more sleeping
pills. I told the doctor that I could not function in the morning after
taking the sleeping pills. The doctor told me that she thought I
should try both medicines.

Once again, the medicines did not work. The depression pills
brought on side effects that I could not stand, including nausea,
vomiting and grogginess. The sleeping pills had the same negative
side effects. I joined the PTSD group which met twice a week, any-
where from two to five members. There were veterans from OIF/
OEF and Vietnam. I have attended the group for eight to nine
months, and it seemed to work while I was there. But once I left,
I was right back in the same rut that I had been trying to get out
of for almost a year now. Over the course of many doctor visits in
the past year and a half, I have told the doctor that I have felt the
need for something to relax me, not knock me out cold. They con-
tinue to raise and lower doses of depression pills and sleeping med-
icine.

Finally on July 25, 2007, the doctor at the VA finally listened to
me and got me the right medication. I have been able to live with
PTSD and my family can now live with me. Throughout my transi-
tion home, my PTSD made things very difficult on my family. I had
become standoffish, short-tempered. I was not able to give my wife
or children the affection that they needed. I was extremely fortu-
nate that my wife was so supportive, as it would have been so
much harder for me to recover without her understanding. Overall,
I feel that the care I received was good, but I am frustrated that
the doctors would not listen to me sooner. If only the doctors could
have listened to me, the soldier, and not just categorize me as an-
other soldier with PTSD, I would have been feeling better a year
and a half ago.

PREPARED STATEMENT OF SERGEANT STEPHEN FRANKLIN, MEMBER,
WASHINGTON ARMY NATIONAL GUARD

My name is Stephen Franklin, and I returned from Iraq on December 15, 2005,
after a one-year deployment. Approximately 60 to 90 days after my return I started
having a difficult time adjusting to life at home. I found myself constantly checking
doors and windows to see if they were locked. I could not concentrate and was not
comfortable around civilians. I was unable to sleep. I was not comfortable in my ci-
vilian job, as I did not feel safe without the protection of my fellow soldiers around,
and returned to work for the National Guard.

I went to the doctor at Madigan. The doctor prescribed me with sleeping pills to
try and help my sleeping issue, but nothing to help with my other issues. Needless
to say, the sleeping pills made me too tired to function the next day.

About a month later, a friend pulled me aside and told me that they had noticed
a change in my behavior and work ethic and they were concerned. I had become
very short with people, easily drawn to anger, and had to walk away from people
so that I wouldn’t blow up. I wasn’t this way before.

I went to the VA at American Lake with my issues. The doctor diagnosed me with
PTSD. The doctor prescribed me with depression pills and more sleeping pills. I told
the doctor that I couldn’t function in the morning after taking sleeping pills. The
doctor told me that she thought I should try both medicines.
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Once again, the medicines didn’t work. The depression pills brought on side ef-
fects that I couldn’t stand, including nausea, vomiting and grogginess. The sleeping
pills had the same negative side effects.

I joined a PTSD group which met twice a week with anywhere from 2-5 members.
There were veterans from OIF/OEF and Vietnam. I attended the group for 8-9
months and it seemed to work while I was there, but once I left I was right back
in the same rut that I had been trying to get out of for almost a year now.

Over the course of many doctors visits in the past year and a half I have told
the doctor that I felt I needed something to relax me, not to knock me out cold. They
continued to raise and lower doses of depression pills and sleeping medicine.

Finally, on July 25, 2007, the doctor at the VA finally listened to me and got me
the right medication. I have been able to live with PTSD and my family can now
live with me. Throughout my transition home, my PTSD made things very difficult
on my family. I had become stand-offish, short tempered, and was not able to give
my wife or children the affection that they needed. I was extremely fortunate that
my wife was so supportive, as it would have been so much harder to recover without
her understanding.

Overall, I feel like the care I received was good, but I am frustrated that the doc-
tors wouldn’t listen to me sooner. If only the doctors would have listened to me “The
Soldier” and not just categorized me as just another soldier with PTSD I would have
been feeling better a year and a half ago.

Senator MURRAY. Thank you very much. We now turn to Dan
Purcell.

STATEMENT OF SERGEANT DANIEL PURCELL, MEMBER,
WASHINGTON ARMY NATIONAL GUARD

Mr. PURCELL. Senator Murray, thank you for this opportunity. I
truly appreciate it. Second I would like to say that as a Washington
State Guardsman, I'm proud to serve. I'm proud of my duty, and
I would certainly do it again. My story is approximately 3 years old
and still counting, but it is not some anomaly. It is indicative of
that which has happened to so many other returning veterans re-
quiring medical attention for not only mental, but physical injuries
incurred both on and off the battlefield. In my unit alone after our
deployment, we lost two guardsmen for mental health reasons, one
for self-medicating and the other just lost it on his job one day;
both were in their early 20’s and neither were able to travel the
necessary distances to get help from the VA.

On May 29, 2004, while serving as an embedded Army photo-
journalist with the 1st Calvary Division in Sadr City, Iraq, I se-
verely injured my left foot during a mission to bring in one of
Mugtada Al-Sadr’s lieutenants. Though the injury was not life
threatening, without proper medical care it continued to plague me
throughout the remainder of my deployment. Since my return
home in February of 2005, I have spent the last two and a half
years getting bounced from the active duty component to the VA
health care system and back to the active duty component in
search of medical treatment for my injury and its rapidly deterio-
rating condition. During this time I have also had to deal with
post-deployment anxiety and depression issues, a majority of which
was aggravated by the bureaucratic asylum I found myself in. Un-
like Iraq where the mission and the enemy were clear, I was now
faced with a new enemy called budget cuts, rationed resources and
misplaced priorities. Rarely has a day passed that I have not been
angry about the undignified way I have been treated by the institu-
tions that are supposed to be here to ensure my medical recovery,
or angry about the life I've had to give up in my almost futile quest
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to find medical redress for injuries, or angry for having to fear for
a very uncertain future.

Every day is a new day and another exercise in futility. We al-
ways have to fight for something, whether it’'s the right type of
medical treatment, fair compensation for being found medically
unfit for duty, or something as simple as the right to go home on
pass to see your child. Imagine if Congress had to fight for the
same things. I imagine they would be a little more empathetic to-
ward better treatment for injured veterans. Support for our troops
doesn’t end with a 15-second soundbite. On June 19th of this year
I finally received the surgery I desperately needed. It has been a
long and arduous journey. My foot injury would not have survived
another deployment or a day at the range for weapons qualifica-
tion. Still there is no closure. Though the surgery was without com-
plications, the doctor’s prognosis was 60 to 80 percent chance of
success with two caveats. The first is that I won’t know for at least
a year as to how successful the surgery was, and the other is that
I may have to have another surgery in the next several years any-
way.

The initial injury could have been fixed quickly by casting the
foot and stabilizing it for six to eight weeks, but because it was al-
lowed to fester for 3 years, the injured bone had to be removed, and
what was left of the tendon it had been rubbing on had to be recon-
structed. In the last 3 years my career has languished. My daugh-
ter has grown all the more distant by our geographical separation.
I have yet been able to reintegrate back into civilian society, and
in the next year I stand to lose my current job as a military techni-
cian due to my injury and its uncertain prognosis. Sadly, I, like so
many of my fellow veterans, have lost faith with the business as
usual attitude of our current system.

We went to war and were changed. Why can’t our bureaucracy
change too? We need fearless leadership willing to act on our be-
half and not more good ideas that never leave the paper they are
written on. We need people willing to put our needs above their
own individual agendas and act just as we did in putting our coun-
try’s need above all else when it mattered most. The fact of the
matter is we are not tools that are to be casually discarded when
broken or found to be no longer useful. We are also taxpayers who
want to know what our elected representatives and their agents
are going to do to correct this grievous unjustice.

I know what is being done and what isn’t, and I know that we
have been denied a right that was a condition of our service. I
know that it just doesn’t make sense when Congress can allocate
millions of dollars for new gym equipment and I can’t get the
$20,000 or $30,000 to correct an injury incurred on the battlefield.
I also know we can do much better, and in truth, it really seems
disingenuous to me that we should go to such great lengths to help
the world when so many of our own people are left wanting for ba-
sics. Thank you for the opportunity.

PREPARED STATEMENT OF SERGEANT DANIEL PURCELL, MEMBER,
WASHINGTON ARMY NATIONAL GUARD

I, SGT Daniel Purcell, am a member of the Washington Army National Guard.
I deployed with my unit to Iraq in February 2004. Our unit was assigned to the
1st Cavalry Division in Baghdad.
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Prior to my deployment I had worked at Boeing, Spokane and was going to school
full time to obtain credentials to begin a second career as a medical assistant. At
the time of my mobilization in January 2004, I had to withdraw from my college
program.

During my tour of duty, I both served as an embedded photojournalist and saw
action during combat operations with the 2-5 Cavalry Regiment in Sadr City from
March to August 2004, and then I was sent to the 4th Brigade Combat Team area
of operation at Camp Taji from September to December.

On May 29, 2004, while on an early morning mission to capture one of Muqtada
Al-Sadr’s lieutenants I rolled my foot stepping off some stairs and injured my foot
severely. By the time we returned to our base my foot was so swollen I was unable
to walk and was taken to the aid station. The initial examination and x-ray did not
indicate a broken bone so I was given 7 days of bed rest to allow the swelling to
go down and then I was to report back to duty.

In the months following the incident, my foot never healed properly and continued
to plague me while on combat operations. Several visits to the aid station only net-
ted me more Ibuprofen.

Following my return to Washington State in February 2005, I brought my pre-
vious injury to the attention of the redeployment clinic at Madigan Army Medical
Center. It was determined that my injury was nothing more than a bone spur de-
spite my expressed concerns regarding the difficulty I was having in walking.

I was told I could get it looked at while using my 6 months of TRICARE Transi-
tional Assistance. In March I returned to Spokane and sought treatment at Fair-
child AFB. I was told that I could go but would only be seen on a standby basis
only. Without an appointment I opted not to go and sit all day in the waiting room
to see if there was a cancellation and they could fit me in.

In April I accepted a job offer working for the Washington Army National Guard
at Camp Murray as a military technician. I took this job because for the most part
it would put me next to the VA and MAMC where I thought I would have access
to medical treatment for my foot. This was a very painful decision because I had
already left my daughter for the year I was in Iraq, but now I had to leave again
for some indeterminate period.

After assuming the new job, I immediately tried to get seen at MAMC. First, I
was told I had to go to the VA. Then when I was finally given an appointment for
Podiatry I had to wait 3 months (May to July).

Beginning with my first appointment in July, I was seen once in August and
again in October. In November they finally did a bone scan and had determined
what the issue was. When I tried to make a follow up appointment for a treatment
plan, I was told my 6 months of TA was up and that I would have to go to the VA
for further treatment despite my many protests.

For the next year and a half I languished at the VA awaiting treatment or sur-
gery for an injury that was now deteriorating rapidly.

In July 2005, I was referred to the American Lake VA by a Dr. Colson (VA Psy-
chiatrist) for a mental health intake interview. At the time I was experiencing se-
vere panic attacks. Getting the appointment took only days, however, it took 4
months to actually get a follow up appointment with a counselor. I was eventually
diagnosed with PTSD following another six more months of counseling.

Since my return from Iraq in 2005, I have not been able to fully integrate back
into civilian society. I place a large part of this problem on our government bureauc-
racy and its agents.

Though I have been diagnosed with PTSD I have not been able to find relief. I
have had to spend, literally, a majority of my time trying to find medical treatment
for my injuries sustained in Iraq. I have been bounced from the Army to the VA
back to the Army and almost bounced back to the VA again.

I have had to wait, literally, for months at both the VA and Madigan Army Med-
ical Center to be seen just for my foot injury. I have even gone so far as to use my
personal insurance and money to get my other injuries looked at by civilian doctors.

What kind of government and its agents vote to send its citizens to war, and all
but refuse to treat their injuries when they return?

Why do our elected officials have access to better medical treatment than the sol-
diers who protect and defend this country with their very lives? But more impor-
tantly, why are so many of the same elected officials so grievously unwilling to do
the right thing by the same veterans they sent to war?

Senator MURRAY. Thank you very much, Dan. I appreciate it. Mr.
Ron Fry.
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STATEMENT OF RON FRY, DEPUTY COMMANDER,
BLUE MOUNTAIN VETERAN COALITION

Mr. FRY. Senator Murray, I would like to begin by recognizing
you for the battles that you have waged over the years on behalf
of our Nation’s veterans. When no one in the Veterans’ Administra-
tion would listen to the cries for help from the veterans, Senator
Murray did. She took off her tennis shoes, put on her combat boots
and made good things happen for veterans, and she still is.
Through her actions she saved three veterans hospitals in Wash-
ington State, caused the establishment of necessary Community
Based Outpatient Clinics and was very instrumental causing much
needed funding for veterans health care be increased to our Na-
tion’s veterans. Senator Murray, you are our hero.

I'm Master Sergeant retired Ron Fry of the United States Army.
I served my last 17 years out of 20 with Special Forces, 2 years
in Vietnam running special operations, wounded twice and a num-
ber of other things. I'm here to tell you after 36 years of being
away from the war, it’s just as fresh in my mind as it was 36 years
ago. The things that are being described by these people today hap-
pened to us back then, and I'm quite sure if you had a World War
IT veteran, or if you have a Korean War veteran, or a family mem-
ber from back in those days, they would be telling you the same
thing and having experienced the same kinds of problems that they
have with themselves, and the same kinds of problems they’re hav-
ing with the VA, Congress and the Administration of getting the
promised help that they earned when they went into military serv-
ice and went through the combat.

I would like to thank all of the Members of the Veteran’ Affairs
Committee, especially the panel members, and I would really like
to thank all of the combat veterans who are here. We've got to
stand up and fight for those who can’t. The VA and the military
under this current Administration has had an attitude of putting
the dollar before the welfare of the veteran and his family or her
family. That has got to cease, and I'm proud to say that a lot of
that changed January 1 and we’re getting more and more of the
benefits sent to the veteran that needs it.

The problem of mental health that our veterans have encoun-
tered is now recognized as Post Traumatic Stress Disorder. The ill-
ness didn’t just happen. It was caused by American soldiers being
sent, and I'm including all of the military branches, exposed to the
horrors of war. Our servicemen were then upon being sent into
those war zones were expected to do something our culture speaks
against in our churches, in our homes, from our mothers, fathers,
we were expected to go in and Kkill people, and we did. But it’s not
as simple as that. Once you have killed them, you stand over them,
and I've been there and done that. You recognize that thing on the
ground is a human being. One of them that I had the experience
of being with had a diary on him and the diary was written to his
wife and had drawings of her in it; that particular diary and that
particular incident, one of many that haunts me day and night
even today. The injustice of killing people to solve political and/or
economical problems just goes beyond me.

The veteran that is exposed to the horror of watching other vet-
erans being Kkilled, his friends, people he shares his time with, peo-
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ple that look out for him and people that he looks out for, those
memories of those horrible things will last that veteran and be
with them for the rest of his life, her life. There is no fading. I've
talked to the to VA doctors about this and I have asked them in
treatment, because I'm a patient there as well, will PTSD ever go
away and leave me in peace? Their response universally has been,
no, you will always have it, and in most cases you can probably ex-
pect it to increase in severity. I've talked with a gentleman who is
going to speak today, and I am interested in hearing what he has
to say, because he says there is a cure for PTSD. I don’t think so.
And so I would like to know what it is.

The memories of those war-time experiences don’t fade. You can
smell the gunpowder. You can feel the explosions. You can hear the
screams and the cries. They’re here right now with us, not just in
me, but other vets out there. Some of these veterans as well. Unfor-
tunately, the return of the veteran does not meet with an under-
standing of what they experienced in combat. When I came back
from Vietnam 36 years from my second tour, as was my first, I was
given a wonderful plane ride home, served great food, had a couple
cans of cold beer, and landed in McChord Air Force Base. When we
landed there, I got off the airplane, took my bags, walked right
straight through the lobby, got in a cab, rode to the bus station and
went home. There was no counseling. There was no preparations
to help defuse me, because in Vietnam just prior to that airplane
ride, I was picked up on the battlefield in a helicopter. When I en-
tered that helicopter, there were stacks of plastic bags with Amer-
ican soldiers’ bodies in them like cords of wood. All I could do to
get into the airplane was sit on them. That was my final exposure
to Vietnam. Those are the kinds of things our veterans are experi-
encing in combat. Those are the kinds of things that most doctors,
psychologists and others, I challenge them to able to understand
that have not been there. It’s one thing to learn what the schools
teach. It’s another thing to experience what your veterans are truly
going through.

Now, veterans when they come back, they don’t know that they
have PTSD. They just know that there is a lot of trouble that
they’re having with their life and their family. Veterans usually
have to be told that they have a problem, and usually have to be
carried to the VA or to a counselor somewhere who can treat that
problem for PTSD. They procrastinate. They would rather go back
in seclusion somewhere than deal with the problems. One way they
do that is they go back into alcohol or they start alcohol, drug
abuse to try to escape the memories of those things. While many
of those who are responsible for treating that veteran and helping
American families of those veterans to heal—thank you—so that
they can become whole again. And I'm sorry about taking up too
much of your time. I'm going to break off that and just run through
this, because there are a couple of things here that we need to
make sure that are taken care of.

Senator MURRAY. Ron, I want you to know all of your written
testimony will be part of the record and you have very compelling
testimony, but if you can wrap up, I want to make sure that—

Mr. Fry. Yes.

Senator MURRAY [continuing].—we have time for testimony.
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Mr. Fry. I would suggest that you do get hold of a copy of my
testimony, and probably that testimony could be assigned for al-
most all combat veterans who have had to serve in this country.
We need less bureaucracy and more leadership like we get from
senators like Patty Murray. We need that. We need to stop study-
ing and start treating more. We need to increase the availability
of medical staff to our veterans and not decrease it, and Senator
Murray has been an advocate for that for the longest period of
time. So let’s get on the ball and quit being a bureaucrat with a
priority of saving money as opposed to treating American veterans.
Let’s put Americans number one. Thank you, Senator.

PREPARED STATEMENT OF RON FRY, DEPUTY COMMANDER,
BLUE MOUNTAIN VETERAN COALITION

I would like to begin by recognizing Senator Murray for the battles she has waged
over the years on behalf of this Nation’s Veterans. When no one in the Veterans’
Administration would listen to the cries for help from the Veterans Senator Murray
did. She took off her tennis shoes and put on her combat boots and made good
things happen for Veterans. Through her actions she saved three Veterans hospitals
in Washington State, caused the establishment of necessary Community Based Out-
patient Clinics and was very instrumental in causing much needed funding for Vet-
erans health care to be increased. Senator Murray you are our hero.

I would like to thank all Members of the Senate Veterans’ Affairs Committee,
panel members, guests and most important the Combat Veterans to include all Vet-
erans that are here today. The Veterans truly appreciate the opportunity the Senate
Veterans’ Affairs Committee has given us to provide critical input on Veterans men-
tal health issues and the problems facing our Veterans, thank you.

The problem of mental health illness that our Veterans have encountered is now
recognized as Post Traumatic Stress Disorder (PTSD). This illness didn’t just hap-
pened, it was caused. American Soldiers, Sailors, Airmen, Marines and Coast
Guardsmen were introduced to the horrors of war by our Nation. Our servicemen
were then expected to kill the enemy by any means possible. They were expected
to align the sights of their weapons upon another human being and make the final
decision to pull the trigger and kill that human being. The act of killing or being
killed begins the development of PTSD. The Veteran then is exposed to the horror
of watching other Veterans being killed and/or maimed in such horrible ways that
the memory lives on inside the Veteran the rest of his/her life.

The memory of those war experiences will continue to fester themselves in the
mind of the veteran and will begin to affect the veterans personality, his relation-
ship with family members, friends, employers and society as a whole.

The Veteran often turns to drinking in excess and in some cases to illegal drugs.
He/she will withdraw from family, friends and society. The withdrawal will be mis-
understood by those persons that have not gone through the same experiences the
Veteran has in combat. Society will shy away from its heroes compounding the prob-
lem the Veteran has with PTSD illness.

Veterans, when they finally learn about the Veterans’ Administration PTSD Pro-
gram, turns to the VA for mental health care. The VA mental health Professionals
examine the Veteran and make a diagnosis of PTSD that is service connected and
begins treatment. The VA treatment facility requires the Veteran to submit a copy
of his/her military discharge commonly known as a DD-214 which shows the Vet-
eran’s war service.

The disabled Veteran armed with the diagnosis of a service connected disability
by a VA Doctor and his/her DD-214 can now apply to the VA benefits side of the
VA for disability compensation. The empire built by the VA over the years through
its delaying tactics of approving a Veteran’s disability claim significantly increases
the stress well above his/her current levels. Veterans needing disability assistance
now are put through an unnecessary process that often includes an initial denial
of benefits followed by probably another denial or the minimum award of disability
rating. The VA during its review of the Veterans disability claim will require the
Veteran to be seen by a civilian doctor even though a VA doctor has already exam-
ined, diagnosed and are treating the Veteran for the disability. What a waste of VA
Funding! The amount of redundant paper work and the great amount of that paper
work surly is one of the major causes of the long stressful delays causing the VA
Claims process to take 6 months to many years to complete. While the long drawn
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out claims process runs its course disabled Veterans who cannot work due to their
disability(s) suffer extreme hardships. Many are forced into bankruptcy and/or be-
come homeless even though the VA doctors have diagnosed the Veterans dis-
ability(s). The VA spends huge amounts of money on the Veterans’ Administration
Benefits side of the VA determining disability eligibility that should have already
been determined by the VA doctors and the Veterans DD-214.

The Veterans’ Administration Benefits and its Regional offices spend more time
looking for bureaucratic type reasons to deny and/or delay the valid disability claim
of our Veterans. I have worked on Veterans disability claims for the last 15 years
and have read the responses sent by the VA back to the Veteran justifying denial
of the claim. What a laugh you would get reading those denials if it weren’t for the
unjustified pain and stress they put on our Veterans. The first denial appears to
discourage the already ill Veteran from continuing to seek his/her valid disabilities
claims from the VA. Thank goodness the Veterans Service Organizations have the
foresight to develop a network of trained Service Offices to help the Veteran fight
for their disabilities benefits from the VA.

Veterans have come to think, and justifiably so, that the VA itself is the major
obstacle to the Veterans getting their rightful benefits for service connected disabil-
ities. The current VA system forces the Veteran to go to a VA medical center or clin-
ic which often is the first encounter the Veteran has with the VA. This first appoint-
ment with the VA begins with a screening process that concentrates on the Veterans
financial status and the category of eligibility he or she falls into.

The first step in determining a Veterans eligibility to receive health care through
the VA is the completion of the VA Form 10-10EZ, Application For Health Benefits
(Attachment 1). The VA collects financial information on the Veteran, the Veteran’s
spouse and for some reason on the Veteran’s first child. The VA uses data on the
Veteran’s income, property, and all assets and that of the Veteran’s spouse and first
born. The information is then compared to the annually adjusted financial thresh-
olds of the MEANS test to determine if the Veteran will have to pay for medical
care as spelled out in the VA manual titled Federal Benefits for Veterans and De-
pendents, 2007 Edition. The MEANS test is a system applied by our government
to force the Veteran to pay into the cost of his/her medical care. The Veteran has
already earned his/her medical benefits through service to our Country.

This form of stealing from Veterans who have loyally and honorably served this
country and earned the right to health care is totally unacceptable. A Veteran is
a Veteran and was categorized as such because of service in our Military and there-
fore should not be penalized because they were able to have some measure of suc-
cess after their military service. The MEANS Test must be abolished! It is time our
government made the people of the United States of America its number one pri-
ority instead of the putting so many other countries first. We need to take care of
America first.

I have listed below a few areas of concern to our Veterans which include:

1. The budget for Veterans health care must be mandatory instead of the discre-
tionary funding system used now. This system of funding Veterans health care has
been a failure. Under this system of funding only a small portion of Veterans need-
ing health care are able to get earned treatment through the VA.

2. The VA, citing funding shortages, through its CARES initiative have either
closed medical facilities or greatly reduce the availability of Veterans health care.
The VA by reducing health care services at many of VA medical care facilities to
8 a.m.—3:30 p.m. with no services on weekends or holidays. The Veteran is left to
forge for medical care on the civilian market. The Veteran who would have his
health care paid by the VA but now is at a great risk of having to pay for the treat-
ment that the VA is supposed to be responsible for paying. This problem is serious.
The VA in its instructions to Veterans concerning payment of medical bills on the
civilian market list 90 days for the VA to settle the bill. Unfortunately, the civilian
medical facility holds the Veteran responsible for the bill instead of the VA.

Consequently, when the VA makes a decision to pay the bill and it exceeds the
90-day period as it usually does, the civilian medical agency turns the account over
to collections . Veterans that have had this happen to them experienced a negative
credit report and seizure of bank accounts and some have had to file for bankruptcy.
The VA’s response to this problem is to hold the Veterans responsible through cur-
rent payment procedures for the bill. The VA has in effect forced the Veterans need-
ing health care after hours, weekends and holidays to pay for health care that would
have been available at VA Medical facilities had they not been shut down. The co-
payments that a Veteran pays at the VA has now turned into full cost on the civil-
ian market.

3. The VA headstone provided for a deceased Veteran cannot be placed upon his/
her grave until the bill for the burial services has been paid in full. I talked to one



25

family that cannot afford to pay for those services and has been carrying their fa-
ther’s headstone in the trunk of their car for the past two years. The Veteran who
served his/her country honorably deserves better.

4. The red tape of the VA to Veterans holds no valid place in the Veterans need
for medical and mental health care. The red tape is viewed as a make work job by
some bureaucrat for job security as opposed to a real justifiable need of the Vet-
erans. One example is how long it takes the VA to process the plans and design
of a new VA medical hospital or clinic. That process adds years to the time of send-
ing the request for a medical facility or clinic to Congress to be funded. That long
drawn out process must be shortened so medical care needs of the Veteran can be
met. The Walla Walla Veterans Medical Center is a good example of the problems
created by the VA system. The VA had initially set 2009 for the major construction
proposal for the Walla Walla Medical Center. That date has now been pushed by
the VA forward to 2012. Congress is waiting on the request for funding but the VA
process continues to hinder access to medical care needed by our Veterans.

5. In a discussion I had with a VA mental health professional about the prob-
ability of all Veterans who have served in combat having some degree of PTSD. The
mental health professional said that all combat veterans have PTSD from their com-
bat experiences.

6. The Veterans PTSD illness is having a profound effect upon the families of vet-
erans and especially the families of Veterans that have been sent to combat zones
on multiple tours. The Veteran that returns from combat will never be the same
person to the spouse and children as when he/she left for the war. The Veteran will
return home where he will exhibit the the symptoms of PTSD that has led to abuse
of the spouse and children, paranoia, distancing of ones self, high number of di-
vorces, drug and/or alcohol abuse, trouble with the law, suicide and so many more.
The Veteran has trouble holding a steady job, he often moves around a lot, has trou-
ble getting along with people, and is extremely uncomfortable in a crowd. Due to
the Veterans PTSD illness he/she will have a much lower income producing capa-
bility. Thus emerges homelessness of the Veteran and/or family. The Veteran has
not chosen to be mentally ill with PTSD but was sent to war by his/her country.

The Veterans of the United States without question picked up their weapons and
marched off to war to protect our families and the freedoms we enjoy. The civilian
peer that did not have to march off to war is able to pursue a stable and more finan-
cially secure life for his/her family. The Veteran and family will have to suffer the
effects of combat for the rest of their lives.

Senator MURRAY. Thanks, Ron, very much. Thank you to all of
our panelists today, and again, I really appreciate your coming and
sharing your personal stories, and I know it’s difficult. And as I
said in my opening statement, my staff and I had a very hard time
getting men or women to come and give their personal experiences.
They weren’t comfortable discussing them publically, and it all goes
to the stigma of mental illness, and I hear that time and time
again. It’s one thing not to be able to come here and speak pub-
lically, that is hard, but if we want soldiers to be able to get treat-
ed, it seems to me we have to get past the stigma. And I wanted
to ask our three servicemembers who are here, Dan, Brandon and
Stephen, what can we do to address the cultural issues of serving
in the military so that men and women who serve can get past that
and get the help they need? And maybe, Dan, if I could start with
you.

Mr. PURCELL. Could I get some clarification on cultural

Senator MURRAY. Interpret it any way you want to. You're all in
the military. You are taught to fight. You come home and then you
are supposed to talk about having a mental illness. How can we
help soldiers deal with that? Or are we dealing with that or not
or what can we do better?

Mr. PURCELL. I think one of the things that we could do better
is to acknowledge that war is a different animal. And as I stated
earlier, we went to war and we were changed. We were. Can’t tell
you how. We just are, and I think that we really need to acknowl-
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edge that we are not the same people that went forward. And when
we come back on—I believe it was Brandon who pointed out in his
testimony—it was like, well, what do we do with them? Well, let’s
give him an Article 15. We don’t know. But if we could acknowl-
edge that, yes, we do have something wrong, and maybe we do
have to look at it and step outside this paradigm, step outside the
box and say, OK, we really do have to look at this differently, and
we have to acknowledge that they are not the same and find ways
of treating them, get them the help, advise them appropriately. As
Mr. Fry here mentioned, instead of talking about it, we need to ac-
tually act on this and start getting these veterans the help that
they need. We need to be open. And what we’re doing here right
now, we're talking about it, and what we need to do now is start
putting stuff in place. I wish I could be more eloquent about—write
it down.

Senator MURRAY. You did great. Let me ask, Stephen, how hard
was it for you to ask for help?

Mr. FRANKLIN. It was extremely hard, Senator. It was different
for me. I didn’t know what was taking place within my own mind.
VA said that there is help and once the symptoms started to show,
I was able to talk with other veterans who had the same symptoms
and problems, that’s when I was able to step out of my shell and
actually seek the help that I needed.

Senator MURRAY. When you were in the service, did anyone ever
say to you, your experiences here may complicate your life when
you get home and there is help for you if that occurs?

Mr. FRANKLIN. No one ever told me that, Senator. I never knew
that until things that were normal to me before I left started to be-
come a problem to me after I returned, and I was finding a problem
dealing with the normal things.

Senator MURRAY. When you came home and separated from serv-
ice, did anybody give you any information that you may be having
trouble sleeping or anything else, did they tell you you could get
help?

Mr. FRANKLIN. No one ever informed me of that either, Senator.
Friends and family started to say, my you have a problem. And
then the doctors at the VA honed right in it was PTSD.

Senator MURRAY. Brandon, you gave us a very eloquent story
about a friend who did commit suicide. We're hearing a lot about
that. There was a recent study that came out in the last several
days. Your friend, a terrible loss to all of us. Do you know if any-
body ever reached out to him to give him help?

Mr. JONES. I know that friends and family tried to, but the stig-
ma that is attached to saying or admitting the fact that you are
actually experiencing some sort of stress or a problem, automati-
cally assigns a weakness to the person in the eyes of the people
that are supposed to be helping them. Everybody gets this idea,
like, people like Rambo, that it’s just going to go nuts and go crazy,
won’t be approachable. And I know from talking to his wife that
she did everything that she could to try to help him, but eventually
just couldn’t. Everybody did try to help him. He pushed further
away because he was concerned about what would happen to his
career.
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Senator MURRAY. To his career? And for you, you had a sleeping
disorder. You had a lot of stress going on and you said when you
were called up, you lost $1,200 a month income. You were close to
losing your house, your car. A lot of stress going on in your family
before you were even deployed, and what was it like for you? You
are in training. You are being trained to go and fight in the Rambo
that you just talked about, and yet, you are struggling with an ill-
ness that is so opposite of being Rambo. How did you get in your
own mind to a place where you could deal with that?

Mr. JONES. I personally just had to learn how to reassign a lot
of it and stuff like that and try to make them constructive. It still
makes it difficult to focus sometimes on the job that I have to per-
form. Some are more understanding than others as far as dealing
with it. I still personally think it’s more difficult for a person to
admit their own shortcomings than it is for me—it’s much easier
for me to tell the story of my friend who killed himself.

Senator MURRAY. I want you to know as we talked to Brandon
about his testimony, he only wanted to talk about his friend and
not about himself, and so, I appreciate your doing that. So for the
three of you, you found help for yourself. How many people are out
there that have not?

Mr. PURCELL. In my narrative, I mentioned two people in my
unit, but these people seeing it happen, and you're trying to give
them guidance where to go and there are these geographical dis-
tances that these young men would have to travel, et cetera, et
cetera. So a lot of times they just give up because of the distance
and the time. I stayed with it. But it took me three years, Senator.

Senator MURRAY. So it was bureaucracy and paperwork that is
part of the challenge

Mr. PURCELL. Absolutely.

Senator MURRAY [continuing].—get past the stigma and ask for
help, and then you’ve got paperwork you have to deal with. Is that
an issue?

Mr. PURCELL. Sure. And sometimes it can be as much as like
going in and say, OK, I've got these two issues. And they look at
you and it’s, like, well, we can only deal with one at a time. And
it’s, like, wow, which one is it going to be, is it going to be A or
B? I was paying out of my pocket with my own civilian insurance
and my copays to go get B. I had to prioritize and prioritize in my
case was my foot injury, but the physical and the mental, these are
all intertwined, and it’s just utter frustration where people just
say, I've had enough and they go away.

Senator MURRAY. What about denial of benefits? I've heard sto-
ries of soldiers with a gun in one hand and there is another gun
in the other. Is that anything any of you have heard about?

Mr. Fry. Youll find in my prepared statement that I have been
a veterans service officer, of sorts. For over 15 years I've processed
claims. I've had an opportunity to look into a lot of them. The pat-
tern seems to be that the first time the claim is sent in, and you
can ask the veterans in the audience for their opinion, the pattern
has been that they’re going to expect a denial the first time. It
doesn’t matter, in many cases, how well it’s written or how well it’s
documented. And that denial is going to come back and they're
going to want more information, and you've already given every-




28

thing you possibly could. It goes back in so there becomes a moun-
tain of paperwork. It’s very confusing, very complicated. And I
don’t understand why when the veteran goes in to get treatment
for his or her mental health problem, or any treatment at the VA
facility, the first thing they do is screen them. They take a copy of
his DD-214, his discharge document, which has on it his war time
service, his medals and what have you, and they screen that to see
where they're eligible in that hierarchy of things. And then they
send them in for a diagnosis with the VA doctors, one of those
would be a mental health doctor. When VA diagnosed that person
with PTSD, the claim is then prepared and sent forward usually
by a veterans service officer. When it gets to VA, they’re going to
schedule after they go through all these denials of things, they call
up a pension hearing. Of all things theyre going to have them go
right back to some doctor that the VA is paying for on the veterans
benefits side of the house to tell them whether this veteran has
what the VA doctor has already diagnosed them with the illness.

Senator MURRAY. It seems to me that it’s not only cultural, but
once you get to the point where you're willing to ask, there is so
much paperwork to go through, it’s almost denial is the real issue.

Mr. FRrY. Yes, and over time

Senator MURRAY. Ron, you’ll have to finish up real quickly and
then I'll move to Kathy.

Mr. Fry. OK. Over time it seems as though the VA has struc-
tured—and it’s not just the VA, the Social Security Office does the
same thing—such an obstacle to the veteran getting the benefits
claim through, particularly in a timely fashion that it’s become al-
most ineffective.

Senator MURRAY. Kathy, did you want to comment on that.

Ms. NYLEN. Yes, ma’am. I also work extensively with the claims
process, and while I will not agree that it is an automatic denial
the first time a claim is submitted, I work well enough with the
VA to know that that is not true; however, when those claims are
denied, the common pattern is the unverifiable stressors. Not every
mental health disorder needs a stressor statement for one thing,
and we quite often get asked to provide a statement. We see men-
tal health and we start talking PTSD stressor verification when in
many cases it’s simply just questions which goes a different path
to be service connected.

However, the verification of the stressor itself I feel could be bet-
ter improved again by better recordkeeping between the DOD and
the individual’s private medical records so that we can go back and
verify the events that caused the underlying stressor. But a real
problem I think is the rubber stamping that’s done when—I'm a
sailor, so I am used to saying sailor—a soldier, be that a man or
woman, starts having difficulty, is not the same soldier they were,
we see them being treated and discharged with the label of having
a personality disorder. Personality disorders are looked at auto-
matically as congenital, hereditary, not caused by service, there-
fore, you are not going to get service connected benefits, and we
never look beyond to see what happens. As Mr. Fry and Mr. Purcell
mentioned these other men if you go to war, youre changed, and
it’s just not combat. There is a high incidence now of sexual trauma
and rape while on active duty. That’s an additional issue, but I do
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think the stigma and the attitude of anybody that is dealing with
a veteran who is claiming that they experience a stressful event,
we must be more aware and open to all possibilities, not ever try
to put it into a box, because it’s a very individual situation. But the
use of a personality disorder on the discharge papers is a huge hur-
dle to overcome.

Senator MURRAY. Unfortunately, we have to move to our next
panel, but I will use what all of you have talked to me about to
ask some questions. Do we have anything available for family
members? I'm certain that some of the issues you have gone
through has impacted your families directly, were they given any
kind of support while you were going through this? I will ask our
three veterans.

Mr. PURCELL. No, Senator, not in my particular case, I didn’t see.

Senator MURRAY. Steve?

Mr. FRANKLIN. Nothing that I am aware of that’s readily avail-
able to parents or children that was easily accessible.

Senator MURRAY. Well, thank you to this panel. I'm sure that if
we had more time, I'd ask you more questions, but we have two
more panels, and we need to move to them. Thank you so much.

We would like our second panel to come forward. Testifying on
our second panel today are Dr. Antonette Zeiss, the Deputy Chief
Consultant in the Office of Mental Health Services, Department of
Veterans Affairs in Washington, DC. Diana Rubens, the Western
Area Director of the Veterans Benefit Administration from Phoe-
nix, Arizona; accompanied by Carol Fillman, who is the Regional
Director of the Veterans Benefits Administration here in Seattle.
Dennis M. Lewis is the Director of the VA Northwest Health Net-
work (VISN 20). Accompanying Mr. Lewis is Stan Johnson, who is
the Director of the VA Puget Sound Health Care System in Seattle.
Major General Timothy Lowenberg, the Adjutant General of Wash-
ington. Brigadier General Sheila Baxter, the Commander of Mad-
igan Army Medical Center. And finally, John Lee, who is the direc-
tor of the Washington State Department of Veterans. I want to
thank all of our panelists who are now here before us and for your
participation today, and we are going to begin on my far left with
Dr. Antonette Zeiss. Thank you very much for coming here.

STATEMENT OF ANTONETTE ZEISS, Pu.D., DEPUTY CHIEF
CONSULTANT, OFFICE OF MENTAL HEALTH SERVICES,
DEPARTMENT OF VETERANS AFFAIRS

Dr. ZE1ss. Good morning, Senator Murray. I'm pleased to be here
today to discuss how the Department of Veterans Affairs is ad-
dressing mental health care needs of our veterans. We have seen
returning veterans from prior eras to the current Operation Endur-
ing Freedom and Operation Iraqi Freedom conflict who have inju-
ries of the mind and spirit as well as the body. Our goal is to treat
a veteran as a whole patient, to treat a patient’s physical as well
as any mental disorders.

Since the start of OEF/OIF, over 717,000 servicemembers have
been discharged and become eligible for VA care. Of those, 35 per-
cent have sought VA medical care. Among those veterans, mental
health problems are the second most commonly reported health
concern. As was mentioned previously, we have now almost 38 per-
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cent reporting symptoms suggesting a possible mental health dis-
order. The diagnosis of Post Traumatic Stress Disorder topped the
list for possible mental health diagnoses, but depression and non-
dependent abuse of substances also have high rates, and there are
many other problems that people bring to us as well, so it’s impor-
tant not just to assume PTSD but to do careful evaluations of the
full spectrum of possible mental health problems.

VA data show that the proportion of new veterans seeking VA
care who have a possible mental health problem has increased over
the past two years. For example, the proportion with possible men-
tal health problems at the end of FY 2005 was 31 percent, but that
is compared to nearly 38 percent in the most recent report released
in April of 2007. PTSD diagnoses during the same time frame went
from 13 percent to almost 18 percent.

Funding resources are available for a VA mental health initiative
that supports implementation of our comprehensive Mental Health
Strategic Plan, and that plan is based on the President’s Freedom
Commission report on mental health. Using mental health initia-
tive funding, we have done many things to establish many pro-
grams, but one statistic, for example, is that we have hired over
3,000 new mental health professionals in the last 2 years, with an-
other 1,000 or so hires in the pipeline and more that will be funded
now with the new supplemental budget, which included 100 million
for mental health and 20 million for substance abuse.

In addition to our mental health specialty care sites in our med-
ical facilities, we have expanded mental health services in the
Community Based Outpatient Clinics with onsite staffing and by
telemental health. We have enhanced PTSD, homelessness, and
substance abuse specialty care services. We developed a military
sexual trauma support team to ensure that VA fully implements
military sexual trauma screening and treatment. We are fostering
integration of mental health and primary care in medical facilities
clinics and in the care of home-bound veterans who are served by
VA Home Based Primary Care program. Moreover, the VA provides
services for homeless veterans, including transitional housing
paired with services to address social, vocational and mental health
problems associated with homelessness.

Focusing on concerns about suicide in veterans, the recent report
was about active-duty military, but it is certainly a concern for us
all. Those mental health needs, and things that have been de-
scribed by the previous panel, may come to us in people seeking
help from VA. We have funded a suicide prevention coordinator in
every VA medical facility. A national hotline for suicide prevention
is now available and functioning very effectively. I'm happy to pro-
vide more information about that if that would be helpful. The VA
sponsored its first suicide prevention awareness day, which in-
cluded every VA facility and will sponsor a VA suicide prevention
awareness week September 9th through the 15th, in conjunction
with the National Suicide Prevention Awareness Week.

In addition to mental health services at VA facilities, VA’s Vet
Centers provide counseling and readjustment services to returning
war veterans, and in some cases their family members, in a com-
munity setting. Vet Centers provide an alternative to traditional
access for veterans who may be reluctant to come to our medical
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centers and the clinics. At Secretary Nicholson’s direction, we have
increased the number of staff in our Vet Centers by establishing
outreach counselors, many of whom are Global War on Terror vet-
erans themselves. You will hear more about Vet Centers I believe
from another panelist as well.

The VA continues to promote early recognition of mental health
problems. Veterans are routinely screened in primary care for
PTSD, depression, substance abuse, Traumatic Brain Injury, and
military sexual trauma. Screening for this array of mental health
problems helps support effective identification of veterans who
need mental health services, and it promotes our suicide prevention
efforts, a major priority for the VA. If anyone screens positive on
any of the mental health issues, they get a further suicide preven-
tion screening and then, of course, appropriate referral for services
as identified to be needed.

The VA will continue to serve the mental health needs of our vet-
erans through progressive state-of-the-art programs. We're ap-
proaching mental health needs of veterans with an orientation that
is designed to promote an optimal level of social and occupational
function and participation in family and community life for our vet-
erans—not just the treatment of symptoms, but the restoration of
a full and meaningful life. Thank you again, Senator for inviting
me here today. I will be happy to answer any of your questions.

PREPARED STATEMENT OF ANTONETTE ZEISS, PH.D., DEPUTY CHIEF CONSULTANT,
OFFICE OF MENTAL HEALTH SERVICES, DEPARTMENT OF VETERANS AFFAIRS

Good morning Senator Murray, I am pleased to be here today to discuss how the
Department of Veterans Affairs (VA) is addressing the mental health care needs of
our veterans.

We have seen returning veterans—from prior eras to the current Operation En-
during Freedom and Operation Iraqi Freedom (OEF/OIF) conflict—who have inju-
ries of the mind and spirit as well as the body. Our goal is to treat a veteran as
a whole patient—to treat a patient’s physical illnesses as well as any mental dis-
orders.

Since the start of OEF/OIF combat, 717,196 servicemembers have been discharged
and have become eligible for VA care. Of those, 35 percent have sought VA medical
care. Among those veterans, mental health problems are the second most commonly
reported health concerns, with almost 38 percent reporting symptoms suggesting a
possible mental health diagnosis. The diagnosis of Post Traumatic Stress Disorder
(PTSD) topped the list for possible mental health diagnoses, and depression and
nondependent abuse of substances also had high rates.

VA’s data show that the proportion of new veterans seeking VA care who have
a possible mental health problem has increased over the past two years. For exam-
ple, the proportion with possible mental health problems at the end of FY 2005 was
31 percent, compared to nearly 38 percent in the most recent report released in
April 2007. PTSD diagnoses during this same time frame went from 13 percent to
almost 18 percent.

Funding resources are currently available for a VA Mental Health Initiative that
supports implementation of our comprehensive Mental Health Strategic Plan that
is based on the President’s New Freedom Commission on Mental Health. Using
Mental Health Initiative funding, we have improved capacity, access and hired over
3,000 new mental health professionals to date.

In addition to our mental health specialty care sites, we have expanded mental
health services in Community Based Outpatient Clinics, with onsite staffing or by
telemental health. We have enhanced PTSD, homelessness, and substance abuse
specialty care services. We developed a Military Sexual Trauma (MST) Support
Team to ensure that VA fully implements MST screening and treatment. We are
fostering integration of mental health and primary care in medical facility clinics
and in the care of home-bound veterans served by VA’s Home Based Primary Care
program. Moreover, VA provides services for homeless veterans, including transi-
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tional housing paired with services to address social, vocational, and mental health
problems associated with homelessness.

Focusing on concerns about suicide in veterans, we have funded a Suicide Preven-
tion coordinator in every VA medical facility. A national hotline for suicide preven-
tion is now available and functioning very effectively. VA sponsored its first Suicide
Prevention Awareness Day, which included every VA facility, and will sponsor a VA
Suicide Prevention Awareness Week September 9-15, in conjunction with National
Suicide Prevention Awareness Week.

In addition to Mental Health services at VA facilities, VA’s Vet Centers provide
counseling and readjustment services to returning war veterans and, in some cases,
their family members, in the community setting. These Vet Centers provide an al-
ternative to traditional access for some veterans who may be reluctant to come to
our medical centers and clinics. At Secretary Nicholson’s direction, we have in-
creased the number of staff in our Vet Centers by establishing outreach counselors,
many of whom are Global War on Terror veterans themselves.

VA continues to promote early recognition of mental health problems. Veterans
are routinely screened in Primary Care for PTSD, depression, substance abuse,
Traumatic Brain Injury, and Military Sexual Trauma. Screening for this array of
mental health problems helps support effective identification of veterans needing
mental health services, and it promotes our suicide prevention efforts, a major pri-
ority for VA.

VA will continue to monitor the mental health needs of our veterans through pro-
gressive, state-of-the-art programs. VA is approaching the mental health needs of
veterans with an orientation that is designed to promote an optimal level of social
and occupational function and participation in family and community life for our
veterans.

Thank you again Senator for inviting me here today. I would be happy to answer
any questions that you may have.

Senator MURRAY. Thank you, Dr. Zeiss. Diana Rubens.

STATEMENT OF DIANA RUBENS, DIRECTOR, WESTERN AREA,
VETERANS BENEFIT ADMINISTRATION, DEPARTMENT OF
VETERANS AFFAIRS

Ms. RUBENS. Senator Murray, I appreciate the opportunity to
testify today on the Veterans Benefits Administration’s response to
the mental health care and needs of veterans. I am accompanied
today by Carol Fillman, the Director of the VA Regional Office in
Seattle. At the heart of our mission is the Disability Compensation
Program, which provides monthly benefits to veterans who are dis-
abled as a result of injuries or illness incurred during their military
service. Today there are more than 7 million veterans of all periods
of services receiving compensation benefits. With the focus on men-
tal health needs of our returning veterans, I'm going to talk a little
bit about the process for establishing service connection for Post
Traumatic Stress Disorder as well as our efforts to expedite the
processing of claims from veterans of Operations Iraqi Freedom
and Enduring Freedom, including our expanded outreach to cur-
rent servicemembers, as well as our national hiring initiative and
our Benefits Delivery at Discharge program.

The number of veterans submitting claims for PTSD has grown
dramatically. From 1999 to 2007, the number of veterans receiving
compensation for PTSD has increased from 120,000 to more than
280,000 veterans covering all periods of service. Our OIF/OEF re-
turning veterans number 28,000. Granting service connection for
PTSD presents a unique processing complexity because of the evi-
dentiary requirements. Service connection requires medical evi-
dence diagnosing the condition, as well as evidence of a link be-
tween the current symptoms and an in-service stressor. And then
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of course we also need supporting evidence that in-service stressor
occurred.

Our VA regulation established three categories, combat/prisoner
of war, personal assault, or noncombat. The majority of these in-
service stressors are combat related. Combat status may be estab-
lished through receipt of certain recognized military citations or
other supporting evidence. If the stressful evidence is not easily
linked to combat or POW status, we require the veteran submit in-
formation to help substantiate the incident and, in conjunction
with the Joint Services Records Research Center, we use all re-
sources available in addition to the veteran’s military records to
verify the claimed stressor occurred. Reasonable doubt is always re-
solved in the favor of the veteran.

Evidence of a stressor is relevant to establishing service connec-
tion for PTSD; however, it is not a factor in evaluating the severity
of the disorder. A VA examination is requested once credible sup-
porting evidence has established that the claimed in-service
stressor has occurred. Competent medical evidence is also required
to provide a link between the stressor and